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Introduction: Death as a result of body packing syndrome is not well described within Africa (including Botswana) and therefore not commonly considered in a differ-
ential diagnosis. We describe a fatal presentation of a toxicological emergency related to body packing that was initially mistaken for an infective cause.
Case report: A 43-year-old Tanzanian male presented to the Princess Marina Hospital Emergency Centre with acute vomiting and bloody diarrhoea. He started with
massive haematemesis and deteriorated quickly into cardiac arrest with attempts to resuscitate him proving futile. The main concern was for haemorrhagic fever but this
was disproven on post mortem when 66 wrapped packages were found in his intestines.
Discussion: Patients involved in drug trafﬁcking can present to any emergency centre. The acute presentation may mimic other, more prevalent conditions. In the event
of death, an understanding of local legal and public health procedures is necessary to ensure a structured investigation.Introduction: Le de´ce`s par ingestion de sachets de drogue n’est pas bien de´crit en Afrique (notamment au Botswana) et n’est donc ge´ne´ralement pas pris en compte
dans le diagnostic diffe´rentiel. Nous de´crivons ici un cas fatal de pre´sentation aux urgences toxicologiques lie´ a` l’ingestion de sachets de drogue initialement interpre´te´
comme la conse´quence d’une infection.
Rapport de cas: Un homme tanzanien de 43 ans s’est pre´sente´ au Centre des Urgences de l’Hoˆpital Princess Marina, souffrant de vomissements et d’une diarrhe´e san-
glante aigus. Il a commence´ une he´mate´me`se massive et son e´tat s’est rapidement de´te´riore´ en arreˆt cardiaque, les tentatives pour le ranimer s’ave´rant vaines. La pre´oc-
cupation principale e´tait de se trouver face a` une ﬁe`vre he´morragique, mais cela a e´te´ re´fute´ a` l’autopsie qui re´ve´la la pre´sence de 66 sachets emballe´s dans ses intestins.
Discussion: Des patients implique´s dans le traﬁc de drogue peuvent se pre´senter a` un centre d’urgence. La pre´sentation aigue¨ peut ressembler a` d’autres e´tats plus
re´pandus. En cas de de´ce`s, une compre´hension des proce´dures de sante´ juridiques et publiques locales sont ne´cessaires pour assurer une enqueˆte structure´e.African relevance
 Body packing is an unusual presentation but can affect any
EC in Africa.
 Body packing could be a differential diagnosis for haemor-
rhagic fever or malaria; both major concerns in West
Africa.
 Toxicological emergencies are common; EM physicians
should have a standardized approach.Introduction
Botswana is a landlocked middle-income country with 2 million
people, bordering four other countries located in SouthernAfrica. Princess Marina Hospital (PMH) is the largest tertiary
referral hospital in Botswana and has an Emergency Centre
(EC) that sees approximately 25,000 presentations a year.1 It
is situated in the capital city, Gaborone, and is the major med-
ical teaching hospital for the country. Medical staff vary in clin-
ical experience and include four emergency medicine (EM)
residents and one emergency physician. The majority of disease
burden presenting to the EC is infectious disease, trauma and
obstetrics related. Death as a result of body packing syndrome
is not well described within Africa (including Botswana) and
therefore not commonly considered in a differential diagnosis.
Only one Kenyan case has so far been described.9 We describe a
fatal presentation of a toxicological emergency related to body
packing that was initially mistaken for an infective cause.
Case report
A 43-year-old Tanzanian male presented to the PMH EC in
the early hours of the morning with acute vomiting and bloody
diarrhoea. The exact history was unclear as he was unable to
e10 M. Cox, M. Kayembecommunicate any further details. A friend who drove him to
PMH said they met at the border the previous day. The man
was apparently well but reported acute onset of diarrhoea
and collapsed at their hotel. Observations on arrival to the
EC were a respiratory rate of six breaths per minute, pulse
of 144 beats per minute, blood pressure of 124/82 mmHg
and an axillary temperature of 36.5 degrees Celsius. His oxy-
gen saturations on room air were 78% and blood glucose
was 24.3 mmol/L. Immediately after triage, the patient became
bradycardic and desaturated further with associated massive
haematemesis. Chest auscultation revealed bilateral crackles
and extremities were noted to be extremely cold. The pupils
were not checked at the time. Despite oxygen and immediate
intravenous ﬂuids the patient went into cardiac arrest. Car-
diopulmonary resuscitation was performed and intubation
failed due to persistent haematemesis. Despite 30 min of
advanced life support measures the patient died.
Haematology results were unremarkable except for plate-
lets which were borderline low at 148 (103/L). His sodium
was 134 mmol/L, potassium 6.5 mmol/L, and creatinine
131 lmol/L. Liver function abnormalities were limited to a
small rise in AST of 48 IU/L and GGT 76 IU/L. Any other
tests, including malaria screens, were normal. The patient’s
family, once contacted by police, conﬁrmed that he was a pre-
viously healthy man who did not smoke but occasionally
drank alcohol. He had no known allergies and was not on
any medication.
The possibility of an infectious cause such as malaria, cho-
lera or more worryingly haemorrhagic fever due to the patient’s
recent travel history was suspected to be the cause of his demise.
Due to this public health concern, the body was isolated and the
hospital pathologist was contacted to urgently perform an
autopsy to clarify the cause of death. Blood samples collected
prior to his death were prepared and sent for virological testing
(virological testing is not done in Botswana). Local forensic ser-
vices were involved early on, but given the presentation felt it
was unlikely to be a police case.
A post mortem was performed using full protective cloth-
ing. It was during post mortem that the stomach and large
intestine was noted to contain 66 wrapped packages. Forensic
investigators were recalled to the scene to take over the inves-
tigation. Gas chromatography–mass spectrometry was per-
formed on 967.59 g of white powder contained within the
packages and were revealed to be diacetylmorphine (heroin)
and caffeine. The ﬁnal post-mortem ﬁndings were death due
to severe pulmonary oedema and haemorrhage due to heroin
overdose.
Discussion
Drug trafﬁcking, by internally concealing and transporting
drugs in humans, was ﬁrst reported in the literature in the
1970s and is reportedly increasing.2,3 Body packers, or drug
mules, swallow drugs in packets for trafﬁcking while body
stuffers swallow wrapped or unwrapped drugs to quickly
evade detection. Those involved in these illegal activities can
present with or without symptoms. The asymptomatic group
usually presents with customs or police authorities on suspi-
cion of trafﬁcking. History can be unreliable and examinations
in asymptomatic patients are often unhelpful. Patients maypresent with symptoms of bowel obstruction, collapse or sei-
zures. However, in the absence of a clear history, within a
low prevalence area such as Botswana the presentation is more
likely to be mistaken for a more prevalent, but similar present-
ing alternative. In this case, the most likely concerning alterna-
tive was haemorrhagic fever, which would have ﬁt with the
travel history.
Patients with a recent travel history, where suspicion of
drug trafﬁcking is high, should ideally be imaged for package
detection. However, if they admit to body packing then imag-
ing may not be necessary. Abdominal X-rays are commonly
used with varying sensitivities with non-contrast CT being
the preferred test (though not available in most resource limit-
ed settings).2,4–6 Non-surgical management of asymptomatic
drug trafﬁckers is recommended as there is only a 5% compli-
cation rate.3,7 Oral laxatives can be used but there is no evi-
dence for routine whole bowel irrigation.4 Toxicity, most
commonly from heroin or cocaine, occurs from package rup-
ture and/or substance leaking. Immediate intravenous nalox-
one followed by an infusion is required. Cocaine toxicity
requires benzodiazepines for agitation, cooling for hyperther-
mia, and anti-hypertensives for blood pressure control. Surgi-
cal management is reserved for patients displaying signs or
symptoms of drug toxicity and/or bowel obstruction.3,7,8
This case report is a reminder that patients involved in drug
trafﬁcking can present to any EC at any time and that an acute
presentation, as in our case, can mimic other, more prevalent
conditions. In the event of a death, an understanding of local
legal and public health procedures is necessary to ensure a
structured investigation.
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